The Hypnotic Treatment of Depression Talal Al Rubaie, MBChB, MSc, MD, MCRAH, UKCP (Reg.) The use of hypnosis in the treatment of depression is still a controversial matter. Most of the leading experts in the field of hypnosis have either totally ignored its usefulness in treating depressed patients or directly suggested that hypnosis is contraindicated.This article endeavors to dispel the myth and misconceptions concerning the use of hypnosis in the treatment of depression and details the hypnotic techniques and strategies used in the treatment of depression which can be used in the context of a wide range of therapeutic approaches, be they analytical, behavioral, or cognitive.
The article also stresses the importance of using these hypnotic techniques and strategies within a carefully structured, comprehensive therapy program, which is grounded in the scientific understanding of both depression and hypnosis as well as the appreciation of the uniqueness of the individual patient.
The great majority of clinicians or therapists who discuss clinical hypnosis have either totally ignored its potential applications in treating depressed patients or have directly suggested that hypnosis is contraindicated. Therefore, one might ask: &dquo;What is it about hypnosis as a therapeutic tool that makes it contraindicated in the treatment of depression ?&dquo; In answering this question, Yapko (1992) stresses that every hazard associated with hypnosis, not only in the treatment of depression but in the treatment of any other disorder, is not a function of hypnosis itself but of the manner in which it is applied.
A relatively recent review of the literature of hypnosis and depression (Burrows, 1980) concludes that severe depression is a definite contraindication to hypnosis. Supposedly, this is because depressed patients can become worse, even suicidal, when the somatic expression of depression is removed by hypnosis (Waxman, 1978; West & Deckert, 1965) . Certainly, the suicidal patient deserves and requires the most sensitive and careful handling, but there is no evidence whatsoever that hypnosis in itself increases the likelihood of a suicide attempt (Clarke & Jackson, 1983) . Also, to state that the tendency to act on suicidal thoughts and feelings is a function of one's energy, rather than of one's degree of hopelessness, is indefensible (Beck et al., 1985 (Beck et al., , 1990 ). It appears more likely that when the patient does not recognize any immediate benefits from hypnosis, then thoughts of suicide may become more intense. This may he particularly the case, which is not uncommon, when the patient seeks hypnosis as a last resort, or when he or she discovers that the hypnotic experience is not the dramatic one that he/she was hoping for (Alladin & Heap, 1993 ).
Yet, the danger of suicide may be aggravated when hypnoanalysis is employed to uncover distressing memories, particularly if the patient leaves the session to return to an unsympathetic and unsupportive spouse or family (Alladin & Heap, 1993) . Hence it is vital that hypnosis is used only within a carefully structured and comprehensive @ 1999 Springer Publishing Company Alternative Health Practitioner, Vol. 5, No. 2, Fall 1999 program of therapy which is based on the scientific understanding of depression and hypnosis and of the needs of the depressed patient. A therapist using hypnosis in the treatment of depression should be able to do so even without hypnosis and within the area of his/her expertise, since hypnosis, as a therapeutic tool, serves only to add power to, and increase the efficacy of, therapy (Al Rubaie, 1998; Alladin & Heap, 1993) . This recommendation is consistent with the official policy adopted by the American Medical Association (Plunkett, 1958) . Some clinicians (Spiegel & Spiegel, 1978) claim that depressed patients, characterized by withdrawal and dysphoric affect, show little willingness to comply with hypnotic procedures. Obviously, this objection is derived from the traditional orientation in defining both the therapeutic and the hypnotic relationships. With such patients the traditional approach to hypnosis that requires compliance is likely to fail because it does not fit into the patient's frame of reference, the adequate consideration of which is essential for the establishment of a good therapeutic relationship and for the compliance with therapy (Yapko, 1992) . Waxman (1989) warns that hypnosis should be reserved mainly for the treatment of reactive, unipolar, and unresolved grief reactions, and that hypnosis has no place in the treatment of bipolar or psychotic depression. This caveat is perhaps partly based on the distinction between the biological and psychological dimensions of depression and partly on the severity of depression. The distinction between the psychological and biological factors implicated in the etiology of depression has recently been the focus of heated controversy. The diagnostic terms endogenous and reactive are unsatisfactory due to a great deal of evidence indicating that life events and constitutional factors both contribute to the etiology of both syndromes (Kendell, 1988) . Based on the outcome results of the National Institute of Mental Health (NIMH) Treatment of Depression Collaborative Research Program (Elkin et al., 1989) , we know that imipramine, interpersonal psychotherapy, and cognitive behavior therapy all produce significant improvement. Indeed, the results of this study have made the previous distinctions of psychological versus biological and reactive versus endogenous meaningless in our understanding of depression. All severe depression is biological in the sense that it involves somatic or vegetative symptoms (such as changes in sleep and appetite, and psychomotor retardation). On the other hand, there is a psychological dimension to all cases of depression in the sense that psychological symptoms (such as despair, listlessness, low self-esteem, and guilt or remorse) are present Gabbard, 1996) . Equally meaningless is the distinction between psychosis and neurosis, since this distinction reflects nothing more fundamental than a judgment about the severity of depression and the need for hospital admission (Kendell, 1988) .
However, the decision to use medications, psychotherapy, or a combination must rest on certain considerations, which are:
1. Although psychotherapy and medication are equally effective, each has different targets of action (Hollon et al., 1991) .
2. Medications tend to work faster than psychotherapy, thus a &dquo;two-stage&dquo; strategy has been advocated (Karasu, 1982) . In this strategy medication is the first step and is intended to provide early symptom relief and set the stage for further psychotherapeutic work at a later date. Psychotherapy is usually ineffective in most acutely manic conditions (Wolberg, 1988) . In the following sections, the specifics regarding the various applications of hypnosis as a psychotherapeutic tool in treating depression are detailed.
FUNDAMENTALS
There are certain fundamentals concerning the use of hypnosis in the treatment of depression. They are formulated as a series of questions and answers from the literature.
1. Can depressed patients be hypnotized? Some clinicians (e.g., Burrows, 1980; Watkins, 1987) conclude that hypnosis is not desirable in the treatment of severely depressed patients when they view depression within a psychoanalytic framework that emphasizes vagaries such as repressed anger in the etiology of depression. These clinicians also maintain that the techniques of hypnosis move much more rapidly than ordinary psychotherapy into situations involving transference distortions by the patient in which the therapist may be seen as an important figure from the past, often a parent or spouse. Such distortions may make the patient overreactive to real or imagined slights from the therapist, or the patient may wish to punish the therapist for imagined lack of care from him/her. In response to this objection, Yapko (1992) stresses that the psychoanalytic framework has little bearing on the etiology of depression. That is, it has been a fundamental error in attempting to use hypnosis with depressed patients to approach them from a framework amplifying the most destructive aspects of depressive phenomenology, such as anger or guilt, based on the arbitrary notion that these are at the root of depression. Yapko (1992) obviously echoes what others have indicated that depression as hostility-turned-against-itself is not regarded necessary or primary in therapy schools today (Miller, 1984; Weissmann et al., 1971 ).
2. Are special hypnotic induction techniques necessary?
Probably not, both permissive and authoritarian approaches have been successful (Hodge, 1990) . 3. Are special hypnotic treatment techniques necessary?
Hypnosis by itself does nothing. What is done with and within hypnosis is what really matters. Treatment techniques should be tailored to the patient's specific needs. Hodge (1980) indicates that the use of hypnosis in psychotherapy requires three attributes in the therapist: experience in hypnosis and in psychotherapy, imagination, and courage to try both accepted and innovative techniques. 4. Can hypnosis be dangerous to the patient?
There are always dangers in any procedure, but these are generally lessened if the therapist practices within his/her area of competence, i.e., as discussed above, using hypnosis only for conditions the therapist would be willing and able to treat without the use of hypnosis (Conn, 1972; Hodge, 1990) . 5. Is a special relationship necessary?
Yes. A positive therapist-patient relationship is essential. Specifically, there must be trust, a therapeutic alliance, and ego receptivity (Baker, 1983) . A failure to develop a positive therapeutic relationship is the primary contraindication to the use of hypnosis as well as the primary reason for its ineffectiveness (Hodge, 1980) . 6. Is self-hypnosis effective?
All hypnosis is ultimately self-hypnosis. Hence, the practice of self-hypnosis between therapy sessions is not only effective but desirable. However, some patients reports unwillingness to use self-hypnosis, often for fear of becoming addicted to it, for fear that it will wear out, or simply out of pessimistic thoughts that it would not work. Therefore, it is important to reassure the patient that, unlike addiction, a destructive process, the repeated use of self-hypnosis contributes to the reinforcement of success (Baker, 1983) . 7. Is it necessary or desirable to limit the depth of hypnosis?
Probably not, but the depth of hypnosis should be selected for the specific patient depending on the goals to be achieved. Certain hypnotic techniques, for example, age regression, can be better accomplished by deeper levels of hypnosis (Hodge, 1980) .
HYPNOTIC APPROACHES
In the treatment of depression, as in the treatment of any other psychological disorder, the more therapeutic techniques and procedures the therapist employs (with due competence, of course), the better the chance of a successful outcome. It follows, therefore, that therapists should be flexible and open to ideas and methods derived from schools of thought other than the one to which they themselves hold allegiance. Hypnosis is not a therapy; it is a therapeutic tool (Al Rubaie, 1994) . Therefore, hypnosis provides the therapist with a set of techniques which can be adapted to a wide range of therapeutic approaches. Further, to state the obvious, using hypnosis in the treatment of depression does not obviate the need for sensible antidepressant medications. Some of the hypnotic approaches are discussed below.
Hypnosis as a Relaxation Procedure
Depression sometimes merges with anxiety, making it difficult to distinguish the two. The use of psychological and physical relaxation techniques in the treatment of depression was described by Wright and Wright (1987) , who framed the decision to participate in treatment on the part of the patient as helping to establish an internal locus of control. The usual practice of self-hypnosis as a means of relaxation may benefit some depressed patients. However, severe agitation which some depressed patients experience is not effectively addressed by simple relaxation methods (Alladin & Heap, 1993) .
Hypnoanalytic Methods
Hypnoanalysis has the purpose, among others, of accessing and resolving dissociated feelings, fantasies, memories, conflicts, and so on. Hypnoanalysis usually, though not always, involves regression to early memories, the assimilation into consciousness of the contents of these memories and the feelings associated with them, and the satisfactory resolution or reevaluation of these memories so that they no longer trouble the patient (Alladin & Heap, 1993) . Burrows (1980) reports that a depressed man was regressed to the moment when, as a child, he learned he had been adopted. Previously unacknowledged negative feelings surrounding this memory were uncovered and integrated into conscious awareness.
The exploratory and uncovering procedures of hypnoanalysis require that the memories elicited be reassessed by the patient in some way so that they cease to have a destructive effect on the patient's present well-being. A variety of procedures have been described. For example, after a depressed man relived the childhood trauma of his parents' leaving him in hospital, he was instructed under hypnosis to bring immediately and vividly to mind the scene of his parents returning to collect him and to reexperience the pleasant feelings he had had at the time (Karle, 1988) .
Another hypnoanalytic procedure uses the notion of &dquo;ego states.&dquo; In this procedure, the patient is instructed to relive a past traumatic event, then to imagine returning to that scene in the adult state and providing the child-self with all comfort and reassurance he/ she requires to feel better in that situation. This process is directly conducive to cognitive rerestructuring of the way the patient perceives the traumatic situation. Alladin and Heap (1993) report the use of ego states with a depressed patient who, as a child, was repeatedly humiliated and compared unfavorably by his father. The patient was regressed to the time when humiliation took place and then taken through the ego states procedure. The patient reported later that, whenever he was worried about how he compared with other people, he noticed that he was reassuring and counseling himself that he did not need to be like other people, and that it was more useful for him just to be himself.
Dream suggestion is another useful hypnoanalytic technique (Al Rubaie, in press; Degun & Degun, 1980 & Degun, , 1988 . In this technique the patient is instructed to dream on command during the hypnotic session, or it may be suggested to him/her posthypnotically that he/she will dream at night during normal sleep. The nature of the problem to be dreamed about can be suggested. Hypnotic dreams have all the characteristics of spontaneous dreams (Waxman, 1989) . Dreams that follow the first attempt at hypnosis are tremendously significant and often contain the essence of the patient's s problem. The patient may be encouraged to redream the dream once or several times with different, perhaps more effective resolutions to the problem. For example, Degun and Degun (1988) report the use of hypnotic dream suggestion in the treatment of a young married woman who was suffering from recurring depressive episodes over the previous 4-5 years. The first episode occurred after she had left home for a job in a different part of the country. There she met a man whom she later married. Her depression seemed to come out of the blue, for which neither she nor her husband had an explanation. The patient was given a post-hypnotic suggestion to have a dream, during her normal sleep, about her problem. In the next session the patient related a dream, and she was encouraged by the therapist to relate her dream in detail and as vividly as possible. The dream was associated with the patient's father, who had frustrated her and always wanted her to do what he wanted. During the discussions with the therapist, the patient realized that her father had restricted her life and prevented her from going out or expressing opinions of her own. The patient also appreciated her need for desirable changes in her life of which she was afraid; she needed to improve her social skills and her self-assertiveness, which required another three sessions. Degun and Degun (1988) concluded that the technique of post-hypnotic dream suggestion allowed the patient to understand the root cause of her depression. They also suggested that it was doubtful that the patient would have been capable of confronting her problem and accepting the possible solutions without hypnosis, since she had denied initially that her social isolation worried her.
The following post-hypnotic dream suggestion may be used with depressed patients, which can be modified to suit the patient's particular needs:
Your unconscious mind has all the wisdom required to give you the dream you need.... And you can use all your previous experiences for learning how to deal with the current situation.... Your unconscious mind has all the resources to allow your conscious mind to utilize and find the right solution to your problem, even when you are asleep, and assist you in what you want to do.... Therefore, you will be able to have a dream in the following days. This dream will throw light on your current situation and you will he able to remember this dream when I am going to see you next time.
Hypnosis in Cognitive-Behavior Therapies
The effectiveness of cognitive therapies in the treatment of depression in terms of outcome and relapse rate is well documented. They appear as effective (Kovacs, Rush, Beck, & Hollons, 1981; Rush, Beck, Kovacs, & Hollons, 1977) , or superior to, antidepressants (Murphy, Simons, Wetzel, & Lustman, 1984) . Also, there is consistent evidence that combined medication and cognitive therapy enhances the breadth of response (Hollon & Fawcett, 1996) . Hypnosis may be used to reinforce cognitive or behavioral changes. The combination of cognitive and behavioral methods which allows patients to change and develop can be seen clearly in rational-emotive therapy (RET), one of the cognitive therapies developed by Albert Ellis ( 1987) . Ellis ( 1993) has found it advantageous to combine RET with hypnosis in the treatment of depression for the following reasons:
1. Some patients believe in the power (or magic) of hypnosis and therefore are more likely to use RET when it is combined with hypnosis. 2. RET hypnotherapy is usually conducted by recording the hypnosis session and having the patients listen to this recording 20 to 30 times. As the patients do so, they keep hearing RET messages on the tape over and over and keep getting urged to do RET homework.
3. Each taped hypnotic session usually includes working with one or two of the patient's main problems. This helps the patient concentrate on solving the neurotic problem before going on to other issues. 4. The general philosophy of RET-that people largely upset themselves and can therefore choose to undo the upset themselves-is reactively demonstrated to patients, so they are fully encouraged to think for themselves and not to merely unthinkingly follow the hypnotic suggestions.
When using RET in combination with hypnosis, patients, while deeply relaxed in hypnosis, are taught to use cognitive therapy post-hypnotically to work on their problems. The Hypnotic uncovering or restructuring procedures such as age regression, age progression, and dream induction can be used to explore and restructure nonconscious negative schemas. Patients are usually given post-hypnotic suggestions regarding &dquo;positive focusing&dquo; (i.e., imagining disrupting negative cognitions and feeling the positive consequences) and they are encouraged to practice such focusing as often as possible (Araoz, 1981) .
Perhaps the most obvious example of hypnotic methodology within cognitive therapy is the strong reliance on the use of cognitive rehearsal techniques, also known as visualization or visual imagery. Imagery is a staple of cognitive therapies. The patient is instructed to imagine himself/herself in whatever context that has proved difficult. The patient has the opportunity to visualize responding to circumstances differently, thus establishing a new association hypnotically through the use of posthypnotic suggestion (Yapko, 1992) . For example, Beck, Brown, Berchick, and Sterr (1979) write of a depressed patient, &dquo;She ... was able to imagine the various types without any interfering cognition&dquo; (p. 137). By definition, this is precisely the description and the effect of posthypnotic suggestion implanted during the course of hypnotic therapy concerning some experience the patient is to have in some other context later, ostensibly outside the parameters of hypnotic interactions (Yapko, 1990 ). In the same vein, the therapist may say to the patient, &dquo;When you are in situation X that used to upset you, you will now be able to effectively handle it by doing Y or Z.&dquo;
The cognitive-hypnotherapy approach has been compared with Beck's cognitive therapy informally in a sample of 20 patients suffering from reactive or unipolar depression (Alladin, 1989) . The results suggest that there are no differences between the two therapies in improving depressive moods. Cognitive-hypnotherapy, however, appears to achieve a more rapid improvement, lead to a greater reduction in measured anxiety, and promote greater self-confidence than cognitive therapy alone. In cognitive hypnotherapy, patients are introduced to a set of techniques described as &dquo;first aid for depression,&dquo; in which they were encouraged to ventilate their feelings and then trained in the use of posture, imagery, and key words to combat acute depressive moods.
Alladin (1989) also reports the reduction of suicide ideation in a limited number of patients and stresses the need for further development of this approach. Since several techniques were used in parallel in the cognitive-hypnotherapy approach, one can say little about the efficacy of each technique in isolation.
HYPNOTIC STRATEGIES
The classical hypnotic phenomena, which may be regarded as mechanisms for creating subjective experience, can be utilized in the treatment of the depressed patients in a variety of ways within a variety of therapeutic strategies. These strategies are employed to elicit and guide the inner associations of the patient and to disrupt dysfunctional associations and establish new positive associations. Each of the various hypnotic strategies has goals, especially the fostering of the patient's flexibility and skillful adaptation to changing life circumstances. The related goals are identifying, accessing, strengthening, and contextualizing all the different person's 'resources' that might be regarded as all the different 'parts' of a person (Yapko, 1992) . These hypnotic strategies are particularly effective when they are part of a broad-spectrum approach to the treatment of depression (e.g., medication, cognitive behavior therapy, etc.). Some of the strategies are discussed below.
Accessing and Contextualizing Resources
Although the Ericksonian literature states that patients have their own inner resources necessary for change (Lankton & Lankton, 1983) , a significant number of depressed patients also manifest personality disorders, and hence reflect an obvious lack of relevant resources. Nevertheless, patients may have many more resources that therapy can draw upon to effect a positive change. In this strategy, the patient is encouraged to identify an appropriate resource and place it in an appropriate context where it will be beneficial. For example, Yapko (1992) reports that, in hypnotic age regression, a depressed patient recalls the memory of his being a child staying at home to look after his younger brother after his mother had fallen ill and was then admitted to a hospital. The patient recognizes that he, as a child, despite his scared feelings, managed to put his feelings aside and get the job of looking after his brother done. The patient also recalls that his parents were proud of him. The therapist encourages the patient to extend this newly identified resource to other situations such as a job situation where the ability would be desirable.
Changing Personal History
The technique of changing personal history involves using age regression. The patient is encouraged to go back in time and change the way he/she internally identifies with what actually happened (Bandler & Grinder, 1979; Yapko, 1992) . For example, a woman felt depressed and guilty about having decided to remain childless while choosing to finish school and pursue a professional career. Her decision greatly disappointed her parents, whose greatest wish was to be grandparents. In hypnotic age regression, the patient experienced herself 're-writing' her personal history and seeing herself comply with her parents' wishes for her to finish school and focus on her professional career, to wait a couple of years and grow up. Establishing new positive, emotional associations to an old, negative memory gives the strategy its therapeutic effectiveness (Yapko, 1992) . This approach is consistent with the postmodern narrative approach to psychotherapy (Al Rubaie, 1999) .
It is believed that it is not the loss of parents in itself which establishes the vulnerability to depression so much as poor parental care (Kendell, 1988) . A useful method in this respect is suggestions for &dquo;creative self-mothering&dquo; (Murray-Jobsis, 1990) . In this hypnotic method, the patient is asked to imagine himself/herself as an infant or baby, and then to experience himself/herself mother the little child. Patients will usually perceive the child as lovable, which will help facilitate the process of beginning to love and re-parent themselves. This method provides some restitution for the lack of nurturing and mothering that some patients experience. The ultimate goal is to help the patient develop self-acceptance and self-love.
Therapeutic Metaphors
Metaphors are stories used to impart knowledge and establish important associations in a nonthreatening manner (Yapko, 1992 (Yapko, , 1995 . For example, a patient, the father of three children, whose depression was related to his difficulties in setting limits, was offered, while in hypnosis, a certain metaphor. In this metaphor, a child could always get his mother to buy him cookies, despite their being bad for his teeth, by putting up a fuss, loudly crying and screaming. This mother will take her son to a therapist one day and complain, &dquo;My son is a whiner and a crier.&dquo; And she did not even realize that she taught him to be that way. She did not seem to know that drawing a clear line that was consistently upheld was the key to facilitating maturity and growth in others and in oneself. In this metaphor, the patient was encouraged to set limits. As a father of three young children, he could easily relate to the metaphor on an experiential basis. It is, however, potentially hazardous to offer to a depressed patient metaphors describing other patients who eventually recovered, since this may make the depressed patient feel more incompetent by comparison. The helpless and hopeless patient may conclude, &dquo;Everyone else can do it, but I cannot.&dquo;
Analogies
Analogies are symbolic tasks used to evoke skills or reframe problems for patients. The famed hypnotherapist Erickson used analogies involving common everyday experiences to treat depression (Haley, 1985) . He used analogies with depressed patients to suggest different frames of reference with respect to depression. Thus, in hypnosis the following analogy could be used: &dquo;When you get the rear wheels of your car stuck in a ditch, and you can't drive on in first, second gear, or third gear, well, I think it's nice to change into reverse, and then into first, and reverse, and first, and reverse, and finally get yourself out of the ditch.... And I think you ought to enjoy it and get yourself out of it. And you have no regret going into reverse. You've learned a lot about driving, handling a car.&dquo;
This analogy has the effect of demystifying depression, as well as encouraging the patient to see his or her depression in a less negative fashion.
Critical Incident Process
The critical incident process is a therapeutic strategy for addressing past traumatic events. However, the patient is encouraged to remember only as many details of what happened as it takes for the clinician to reframe the event, so that the patient can view its significance differently (Yapko, 1992) . For example, a depressed patient reexperiences, through hypnotic age regression, the traumatic event in which his wife left him for another man. The patient's wife blamed her husband for her leaving, despite her leaving him suddenly and without having discussed with him her dissatisfaction with the marriage or ways to improve the relationship. The therapist invites the patient to evaluate his wife's behavior, particularly since she has already left her lover and is living now with some one new. The patient manages to gain insight into his wife's irresponsible behavior of jumping from relationship to relationship with no intent of committing to the work of a good relationship. Consequently, the patient's depression improves as he ceases to view himself as the only person responsible for the marital split.
CONCLUSION
The many ways that hypnosis can be employed in a goal-directed fashion make it a highly efficient and flexible tool to incorporate into the treatment of depression. Hypnosis may be used superficially to reduce anxiety, interrupt negative ruminations, increase responsiveness, and establish positive expectancy. It may be used more intensely to facilitate flexibility in rigid, distorted patterns of thinking or interpreting events.
Hypnosis may be also used to reframe meanings attached to experiences rooted in faulty belief systems, gain insight into the root cause of the problem, and promote egostrengthening. Hypnosis, however, should be used in the treatment of depression only within a well-structured and comprehensive therapy program, a program emphasizing the uniqueness and singularity of each individual patient.
